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Summary Endocarditis due to Streptococcus gallolyticus, an agent previously included in
the Streptococcus bovis denomination is a serious disease, often associated with lesions of
the colon mucosa. Aortic valve is more often affected and tricuspid involvement is quite rare.
We present a case of a 56-year-old man who was admitted with a 2-month history of fever.Bivalvular;
Streptococcus
gallolyticus
Echocardiogram revealed vegetations on the aortic and tricuspid valve and blood cultures grew
S. gallolyticus. Thoracic X-ray and computed tomography were consistent with septic pulmonary
embolism. Despite optimal antibiotic therapy he developed an ischemic stroke and acute aortic
regurgitation, which led to emergent surgery. Colonoscopy found a benign adenoma which was
excised, and the patient had a full recovery.
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Introduction
Bacterial endocarditis is a serious disease, with possi-
ble life-threatening complications. Streptococcus bovis is
a non-enterococcal streptococcus in Lanceﬁeld’s group D,
comprising 3 biotypes. Recently most isolates belonging to
biotype I and IIa of the S. bovis species have been reclassi-
ﬁed as Streptococcus gallolyticus, which is responsible for
5—19% cases of endocarditis [1,2]. Aortic valve is more fre-
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uently affected, followed by mitral valve. Tricuspid valve
nfection is rare in non-addicted patients with no previous
eart disease [2].
ase report
56-year-old Caucasian man was admitted to our medical
epartment with a 2-month history of fever, night sweats
nd, on the 2 days before admission, dry cough. He had con-
ulted his doctor 3 weeks earlier and was given amoxicillin
or 10 days, with no improvement. He had a previous history
f hypertension, not treated. He denied previous history of
eart diseases, cardiac murmur, recent dental intervention,
r drug addiction. He denied contacts with birds, sheep,
attle, or other animals.
Published by Elsevier Ireland Ltd. All rights reserved.
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iigure 1 Transthoracic echocardiogram showing vegetation o
arrow). Continuous wave Doppler at aortic valve shows severe
trium; LV, left ventricle; Ao, aorta; RA, right atrium; RV, right
Physical examination revealed fever and diastolic mur-
ur II/VI in the aortic area. Blood tests showed leukocytosis
nd elevation of inﬂammatory parameters [C-reactive
rotein (CRP), 7.2mg/dL and erythrocyte sedimentation
ate (ESR), 78mm]. Thoracic X-ray demonstrated small
ulmonary inﬁltrates on the lower third of each side.
lectrocardiogram showed sinus tachycardia, without other
bnormalities. Transthoracic echocardiogram demonstrated
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Figure 2 Thoracic computed tomography of the chest showaortic (arrow) (A) and another one on the tricuspid (B) valves
rgitation, with pressure half-time (PHT) of 147ms (C). LA, left
ricle.
he presence of vegetation on the aortic valve with severe
ortic regurgitation and a second vegetation on the tricus-
id valve, with moderate regurgitation (Fig. 1). S. bovis was
solated from 3 blood cultures and therapy with ceftriaxone
as initiated. Thoracic computed tomography (CT) showed
ultiple peripheral nodules in the lower third of both
ungs, small bilateral pleural effusion, and signs of ventila-
ion/perfusion mismatch, compatible with septic pulmonary
ing bilateral multiple nodules and small pleural effusion.
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embolisms (Fig. 2). Two weeks after starting antibiotic treat-
ment, while he had clinical and laboratory improvement, he
suddenly developed dysarthria and left facial central paral-
ysis. Cranial CT conﬁrmed acute ischemic stroke. Repeated
echocardiogram showed larger and more mobile aortic veg-
etation. While undergoing this exam he developed strong
dyspnea with acute pulmonary edema, requiring orotracheal
intubation and ventilation. He underwent urgent surgery.
Non-coronary and right coronary cusps of the aortic valve
were thickened and partially destroyed and a vegetation was
found attached to the atrial surface of the valve. Tricuspid
valve showed a perforation and had a smaller vegetation.
He was submitted to aortic valve replacement by mechani-
cal valve and surgical repair of the tricuspid. Cultures from
excised vegetations were negative.
After 6 weeks of antibiotic treatment he had a full recov-
ery, with no symptoms of cardiac failure and complete
remission of neurologic signs. He underwent colonoscopy
which showed polypoid lesion that was fully excised. Histo-
logical examination was compatible with tubulous adenoma
with low-grade dysplasia.
Discussion
Endocarditis due to S. gallolyticus, previously included in
the S. bovis designation [1], has some particular aspects.
As in this case, S. bovis is capable of infecting normal car-
diac valves. Aortic valve seems to be the most frequently
affected, followed by mitral valve. Tricuspid infection is very
rare, especially in patients with no history of intravenous
drug use. Although this characteristic has been recently
questioned [2], several studies have pointed out the ten-
dency for multiple valve involvement in S. bovis infection,
ranging from 36% reported by Ballet et al. to 68% by Kupfer-
wasser et al. [3,4]. This multiple valve involvement usually
includes aortic and mitral valves. Our patient had vegeta-
tions on both aortic and tricuspid valves. This is, even in
the case of multiple valve endocarditis, an unusual presen-
tation, in the absence of a communication between left and
right cameras.
Involvement of both sides of the heart may give rise to
different possible symptoms, according to the possibility of
embolization to different territories, as was the case of our
patient. Some authors [5] have advocated a high embolic
potential for S. bovis, relating this to its ability to form
large vegetations. In the reported case, there was impor-
tant embolization, from the aortic as well as from the small
pulmonary vegetation. Septic pulmonary embolism is a seri-
ous and often underdiagnosed insidious disease. It usually
presents with fever, respiratory symptoms and pulmonary
inﬁltrates. Thoracic X-ray ﬁndings are nonspeciﬁc, but CT
scanning demonstrates bilateral nodules or multifocal inﬁl-
trates, usually peripheral and sometimes with cavitation [6].
[e97
Neurologic deﬁcit in our patient was minor and he had a
ull recovery, but embolic events on cerebrovascular ter-
itory may be important determinants of prognosis [2],
lthough most studies relate prognosis to cardiac function
ather than to embolic events [3,4].
Association of bacterial endocarditis with colonic cancer
as reported in 1951 [7], but it was only in 1977 that Klein
t al. ﬁrst described S. bovis as the pathogen implicated
n these cases [8]. The pathogenesis of this phenomenon
s still unknown, with some suggesting that bacteria enter
he bloodstream directly from ulcerations on the damaged
olon mucosa or by means of vascular changes associated
ith colonic disease or that a silent infection establishes
tself in the presence of colon lesion, becoming apparent
hen there is a disruption of the immune system or a cardiac
alve lesion [9].
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